M ood and anxiety disorders rank among the most prevalent mental health disorders in Ontario (1) and North America (2,3). Together these disorders are among the largest contributors to workplace disability, family dysfunction, and individual suffering. For example, depression has been estimated to cause 172 million lost workdays yearly in the US alone (4) . According to the 1994 Mental Health Supplement to the Ontario Health Survey (1), 18 .6% of the population had a significant psychiatric disorder (excluding schizophrenia and personality disorders). Of these individuals, 82.9% used general medical services but only 20.8% reported seeking mental health help, either from a family physician or a mental health provider (5) . More specifically, the 1-year prevalence rate for major depression was 4.1%. Of these individuals, one-half did not seek mental health treatment, 22.2% received some type of counselling intervention without any medication, 18 .0% received antidepressants, and 8.7% received anxiolytics without antidepressants (6) . These figures highlight 2 major observations: psychiatric disorders and depression often remain untreated, though the same individuals use general medical services for other health problems.
From a health systems perspective, effective management of chronic illnesses like depression should rely heavily on the primary care sector (7) , and the Ontario data suggest that patients with depression are indeed in robust contact with their primary care physicians. Therefore, ensuring that primary care physicians have the tools to treat such disorders is essential. Antidepressants and specific psychotherapies are both highly effective treatments, but most patients prefer counselling (8) . Thus it would be sensible to provide family physicians with the best counselling methods (for example, specific psychotherapy) for treating psychiatric illnesses.
Of the various psychotherapy treatment models, cognitivebehavioural therapy (CBT) is an empirically supported treatment that plays a well-defined, evidence-based role in the treatment of mood and anxiety disorders (9) . CBT, a highly structured, symptom-focused, short-term model of psychotherapy, is perhaps the most rigorously researched form of psychotherapy. Numerous studies in the past 20 years have established CBT's efficacy in the treatment of anxiety disorders and depression (10) (11) (12) (13) (14) (15) , in terms of both acute episode treatment and relapse prevention.
Despite these developments, a major limitation of CBT is its lack of availability to those who require it (16) . This can be partly attributed to a lack of effective dissemination of CBT to mental health professionals, particularly family physicians and psychiatrists, who provide most of the treatment for mood and anxiety disorders. Recent efforts to disseminate CBT have been disappointing. A recent example of this is an evaluation of a basic CBT educational package for general practitioners (GPs) in England, which did not result in GPs' acquiring sufficient additional expertise to help patients with depression, compared with a control group of doctors (17) .
As reviewed by Davis and others, effective continuing medical education (CME) requires more than general didactic interventions (18) . In addition to attendance at didactic presentations and study of the treatment manual, Craske and others recommend direct supervision of a treatment case as the third component of standard training in empirically supported psychotherapies (19) . However, mental health providers in community settings who are interested in learning newer empirically supported treatments often cannot find the necessary supervision or this type of CME training. Thus there is a significant gap between the recommended training and typical CME programs. With this in mind, we designed a more comprehensive training package to include longitudinal supervision of participants' cases so that mental health professionals can acquire more complex skills in cognitive therapy. This paper describes the design and feasibility of conducting a unique longitudinal supervision course involving 10 sessions of CBT training for a group of mental health practitioners.
Methods

Course Description
A panel of psychiatrists, family physicians, and continuing education specialists developed a 10-session CME program. The course was designed to increase participants' competence in providing CBT to their patients, partly via the provision of longitudinal supervision of participants' cases. In developing such a CME intervention, several factors were considered.
Consistent with the recommendations of Craske and others (19) , participants were required to demonstrate that they had prior exposure to a CBT treatment manual and had attended a significant didactic presentation, defined as a 2-day workshop, before being accepted into the course.
Following cardinal CME principles, we conducted a needs survey; matched the learner needs to the training provided; provided the education in an interactive, case-based format; and evaluated the physician's performance and patient outcomes. The relevance of the case to the practitioner's actual practice was central to the learner needs. Therefore, all participants were invited to select from their own practice and follow at least one suitable patient who suffered from a depressive and (or) anxiety disorder, using the CBT model. Ideally, patients were selected at the beginning of the course and were followed for at least the duration of the course.
Respecting the need for performance feedback and consistent with widely accepted techniques for teaching psychotherapy, we employed the central teaching method of ongoing supervision of therapy mediated by a discussion of audiotaped (and [or] videotaped) psychotherapy sessions. Participants audiotaped (and [or] videotaped) their patient sessions and played these tapes during group supervision. Informed written consent was obtained from all patients to have their tapes played in the supervision sessions. Instructor and peer feedback was provided. Further, to facilitate self-supervision, participants were invited to have their therapy tapes rated by a standardized therapy adherence scale at the beginning and at the end of the course. This allowed participants to assess the reliability of their own adherence ratings.
To monitor patient progress and to measure final impact on patients, we used standardized symptom rating scales in every physician-patient encounter. Each of the 10 sessions consisted of 30 minutes of didactics and demonstrations followed by 90 minutes of group case supervision. Participants convened as one group for the didactic portion, which included a combination of lectures, video demonstrations, and skills modelling. Following the didactic portion, participants split into 2 equal groups for case supervision. To provide a low student-to-supervisor ratio, we used 2 supervisors, both of whom are founding fellows of the Academy of Cognitive Therapy and have advanced training in the teaching of CBT to mental health professionals.
The course was offered to mental health providers who are registered to practise in Ontario (that is, psychiatrists, psychologists, family physicians, nurses, and social workers). Participants responded to directed mailings that advertised the courses. We restricted enrollment to 14 participants to ensure a low student-to-supervisor ratio.
Evaluation of Participants' Response to Training
Cognitive Therapy Scale. Therapists' skill level was assessed with independent rating by expert external raters of audio-or videotaped sessions, according to the Cognitive Therapy Scale (CTS) (21) . The CTS has been shown to have adequate psychometric properties and is now widely used to assess adherence in cognitive therapy research. We invited all participants to be assessed for baseline performance by requesting them to submit a tape by the fourth session of the course. A second tape submitted for rating after the ninth session of the course served to measure CBT skills at the end of the course.
Evaluation of Patients' Symptoms
Beck Depression Inventory-II.The Beck Depression Inventory-II (BDI-II) is a 21-item self-report inventory designed to assess the severity of depression in adults and adolescents (22) . A total score ranging from 0 to 63 is obtained by summing across items. It is one of the most widely used measures for assessing depression severity in diagnosed patients and for detecting possible depression in normal populations. Its reliability and validity are well documented.
Beck Anxiety Inventory. The Beck Anxiety Inventory (BAI) is a 21-item self-report inventory designed to assess the severity of anxiety in adult psychiatric outpatients (23) . A total score ranging from 0 to 63 is obtained by summing across items. It is a widely used measure of anxiety severity, and its reliability and validity are well documented.
Clinical Global Impression scale. The Clinical Global Impression (CGI) scale is an observational scale of global evaluation that is used to assess changes in illness severity in relation to a baseline assessment (24) . One item in the scale is used by the clinician to measure the global change of an illness (that is, improvement or worsening) on a 7-point scale ranging from 0 to 6. It can be applied to any type of patient, regardless of the diagnosis. The CGI is a valid, reliable, and widely-used instrument (25) .
At the beginning of the course, participants were asked, "How much has the patient changed from the time of your initial assessment to the start of the course?" At subsequent visits, participants were asked, "Compared to the patient's condition at admission to the project, how much has the patient changed?"
Results
Recruitment
Three, 10-week courses were held between March 1999 and November 2001; 34 mental health providers completed one of these courses. Participants were 23 family physicians, 5 psychiatrists, 2 psychiatric residents, 1 psychologist, 1 social worker, 1 nurse, and 1 support worker.
Therapist Process Outcomes
A total of 28 therapists (82%) submitted at least 1 audiotape or videotape to be independently rated on the CTS. Of these, 14 (41%) submitted audiotapes at the beginning and at the end of the course; 6 participants (18%) did not submit a tape for rating.
Patient Process Outcomes
Twenty participants (59%) submitted 22 completed patient progress logs containing baseline and weekly scores on the BDI-II, the BAI, and the CGI. Progress logs were maintained for the duration of the course unless the patient discontinued treatment prior to the end of the course. There were 7 female and 13 male patients (sex data were not provided for 2 patients); patients' mean age was 33.9 years , SD 10.3; age was not provided for 6 patients. Diagnoses were depression (n = 10), anxiety (n = 5), depression and anxiety (n = 5); no diagnostic information was provided for 2 patients.
Preliminary Outcomes
Owing to the incomplete nature of our data, we report only preliminary results for a limited subset of therapists. A 2-tailed paired sample t test revealed a significant difference (t 13 = 2.356, P < 0.05) between mean CTS ratings for the beginning (mean ratings 43.9, SD 6.9) vs the end (mean ratings 48.7, SD 9.5) of the course. Thus these therapists demonstrated a small but significant improvement in cognitive therapy skills by the end of the course.
Similarly, we report patient outcome data for a limited subset of patients. Paired sample t tests revealed that patients reported lower mean scores on the BDI (mean score before 32.4, SD 11.9 vs mean score after 16.3, SD 14.2; t 18 = 6.123, P < 0.001), the BAI (mean score before 28.3, SD 10.9 vs mean score after 15.3, SD 12.9; t 14 = 4.914, P < 0.001), and the CGI (mean score before 4.0, SD 1.1 vs mean score after 1.9, SD 0.9; t 20 = 7.366, P < 0.001) at the end of the course. Thus patients for whom progress logs were submitted demonstrated significant reductions in symptoms by the end of the course.
Discussion
Psychiatric disorders in general and mood and anxiety disorders such as major depression, specifically, remain notoriously undertreated. CBT is a highly effective treatment that is consistent with patient preferences, but it is poorly disseminated. We report here the successful design and implementation of a longitudinal supervision course based on the direct application of cardinal CME principles. Participants had some exposure to didactic CME prior to this event, which according to the Prochaska stages of change model as applied to CME, would not only have provided some knowledge but would also have primed the learner to change his or her behaviour (that is, to adopt a new skill) (26, 27) . We asked participants to select a patient from their own practice, keeping the learning relevant to their own context and providing an immediate opportunity for exercising skills. Supervision in the form of reviewing audiotapes with both an expert commentator (that is, a faculty member) and peer commentary provided an ideal blend of feedback. The longitudinal nature of the course, with the duration of the education roughly matching the duration of patient treatment, also provided helpful and timely information on skill mastery and problem solving. Consistent with best scientific practices, we used published manuals of "best treatment." Davis and others cite all these variables as essential to the design of effective CME interventions (18) .
A unique aspect of this course was the use of standardized rating scales and instruments to measure therapist and patient progress. Most participants submitted tapes to be rated as well as patient progress logs. Thus these evaluation methods show promise as a way of assessing both therapist skill acquisition and patient progress in the context of a CME course.
These results justify a more rigorous evaluation of the course effectiveness; for example, evaluation might include comparing this course withn more traditional CME formats. However, participant compliance with submitting tapes and patient progress logs first needs to be improved. Making the receipt of continuing education credits contingent on the submission of these materials has resulted in a significant increase in compliance in a similarly designed course. Without higher compliance, it is possible that only those participants who felt they were improving were comfortable enough to submit audiotapes for both ratings. Those who chose not to submit tapes may have been less motivated and (or) less confident than the subgroup that did. Further, a patient control group would need to be included in future research to rule out potential confounding variables, such as the use of pharmacotherapy. A possible solution would be for course participants to randomly allocate 1 of 2 patients to CBT, with the other patient receiving usual care. Finally, the findings of this study are potentially limited, as course participation was restricted to those with previous CBT training. These participants may represent a self-selected group of mental health practitioners who are highly motivated to seek out additional psychotherapy training. Thus they may be more likely to comply with the unique assessment requirements of this course than would a group of randomly selected clinicians.
Conclusions
This course shows promise as an effective way to teach complex skills in CBT to mental health providers. In limited samples, the course showed clear improvement of therapist adherence to CBT and patient clinical outcomes. With further improvements in data collection and less stringent participant inclusion criteria, an effectiveness study with a matched patient control group would be an important next step. Such a step would help demonstrate to primary care providers and others the potential of this CME intervention to be of significant clinical benefit to patients with mood and anxiety disorders. Méthode : Nous avons conçu un cours de supervision longitudinale en 10 séances pour enseigner la TCC en appliquant les principaux principes de FMC. Chaque séance consistait en 30 minutes de cours didactique et de démonstrations, suivis de 90 minutes de supervision de cas en groupe. Les participants au cours étaient des médecins de la santé mentale qui traitaient leurs patients, souffrant pour la plupart de trouble dépressif et/ou anxieux. L'acquisition des compétences de TCC par les thérapeutes a été évaluée à l'aide de l'échelle de thérapie cognitive (CTS), au début et à la fin du cours. Nous avons évalué les symptômes des patients chaque semaine, à l'aide de l'inventaire de dépression de Beck, de l'inventaire d'anxiété de Beck et de l'Impression clinique globale.
Résultats : Un total de 34 participants se sont inscrits à 3 cours en 10 séances. La plupart des participants ont fourni des bandes audio à coter au début et à la fin du cours ainsi que des renseignements sur les symptômes des patients.
Conclusions :
Ce cours se révèle prometteur comme façon efficace d'enseigner les compétences complexes de la TCC aux fournisseurs de soins de santé mentale. Chez des échantillons limités, le cours a indiqué une nette amélioration de l'observance de la TCC par les thérapeutes ainsi que des résultats cliniques des patients. Il faut d'autres études pour confirmer l'avantage potentiel de cette intervention de FMC pour les médecins de santé mentale qui traitent des patients souffrant de troubles de l'humeur et anxieux.
